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Sex Differences in Mental Illness among Mexican
Transnational Migrants
Lindsay Barone
University of Wisconsin-Milwaukee
Abstract: Individuals of Mexican origin comprise the single largest immigrant
group in the United States, yet little is understood about the intricacies of the
mental health problems experienced by these individuals. Traditionally, immigrants report higher rates of mental illness when compared with individuals
still living in their natal countries (Cochrane and Bal 1987; Cantor-Graae and
Selten 2005; Morgan et al. 2010), and this pattern does seem to be reflected
when examining the US-based Mexican population against those family members still residing in Mexico (Breslau et al 2011). Through examination of data
collected as part of the Mexican Migration Project, a differential pattern in the
rates of mental illness reported by males and females is revealed. Mexicanborn women in the United States report a substantially higher rate of mental
illness than their male counterparts. To explain this difference, a two-pronged
model of constrained choice and social defeat is proposed.
Key words: migration, mental health, US-Mexico migration, women’s health, Mexican Migration
Project

The United States is currently experiencing an influx of Mexican immigrants, both documented and undocumented, forming what Douglas Massey
et al. (1998:73) called “the largest sustained flow of migrant workers in the
contemporary world.” Individuals of Mexican origin form the single largest
immigrant group in the United States since 1990, comprising 34% of new arrivals to this country (Hanson 2006). From the Mexican perspective, the numbers are even more staggering: more than 98% of Mexican migrants are choosing to move to the United States and nearly 11% of Mexican citizens (a total of
11 million individuals) lived in the United States in 2005 (Fitzgerald 2009).
The constant flow of Mexican immigration and the large number of
individuals entering the United States makes health problems, both physical
and mental, a potentially important public health issue. Previous research has
found that the observed rate of mental health issues (particularly schizophrenia
and other psychoses) tends to be substantially higher in a foreign-born population when compared with those that are still living in their natal country
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(Cochrane and Bal 1987; Cantor-Graae and Selten 2005; Morgan et al. 2010).
Furthermore, when compared with non-migrant family members, Mexican
migrants in the United States show a significantly higher lifetime prevalence of
depressive and anxiety disorders (Breslau et al. 2011), indicating that there is
an additional element to the onset of mental health issues in first generation
immigrants that merits exploration.
Although Mexican immigrants experience higher rates of mental illness than those that remain in the sending country, the retention of Mexican
traditions in the United States appears to have a buffering effect on mental
health issues (Cheng and Chang 1999). However, as length of stay in the United States increases, the degree of acculturation correspondingly increases and
leads to a sharp decline in health for both men and women (Gorman et al.
2010). Research by Gorman et al. (2010) indicates the existence of gender differences in the process of acculturation among Mexican individuals, with access to and use of medical care being the primary pathway that influences the
gender differential with respect to acculturation. Other factors such as marriage
and family status, socioeconomic status, and health behaviors (including mental health) also have a modest impact on the gender differences in the acculturation process (Gorman et al. 2010).
I propose that within the context of the push-pull model of migration,
the burdens placed on women will differentially influence men’s and women’s
mental and emotional health. More specifically I believe that the pre-migration
factor of constrained choice and the post-migration factor of social defeat will
have an interactive effect and, when combined, account for the difference in
mental health rates between Mexican men and women living in the United
States.

Differential mental health rates in Mexican immigrants
Analysis of data acquired via the Mexican Migration Project (MMP),
a joint research effort between Princeton University and the University of Guadalajara, indicates that there exists a sex-based difference in the experience of
mental health complications as relating to the stress of transnational migration
and acculturation. Beginning in 1982, ethnographic information has been compiled annually by researchers on both sides of the border and is designed to
construct an up-to-date picture of US–Mexico migration as it is actively occur-
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ring. For the purposes of this study, I chose to look at the data contained within
the PERS134 file—a dataset containing individual reports of the migration
experience regardless of role as active or passive participant in migration.
Within the context of the MMP, head of household is defined according to a
set of specific criteria. Most notably, if a couple is living together, the male is
considered head of household unless he is incapable of responding to survey
questions, while the female is only considered to be head of household when
she is single or is not knowledgeable about her absent partner’s activities (Pren
and Sanchez-Soto 2012).
A basic cross-tabulation of sex, relationship to head of household, and
the response of 6,486 individuals to the question “Have you ever had or currently have emotional, nerves, or psychiatric problems?” reveals an interesting
pattern (see Figure 1). Of the four possible combinations, females who migrate
as the head of household experience the highest rate of psychiatric complications, with 19.07% reporting having experienced these types of issues in their
lifetimes. While the questionnaire itself does not lend itself to specificity (thus
making it difficult to interpret whether these issues occurred prior to or following migration), it lends an interesting perspective to the argument that the
stress of acculturation is experienced and handled differently among female
migrants. Using data compiled from thousands of individuals allows us to create a larger overall picture than might be available through the use of individual ethnographic interviews, and this basic analysis demonstrates the difference
in mental health issues between the sexes. The next highest rate of selfreporting is seen in women who are not head of household (10.79%), still substantially higher than either of the two categories for men.
The disparity between male heads of household and female heads of
household is greatest, with only 5.69% of male household heads, but nearly
one in five female household heads, reporting experiences with emotional or
psychiatric distress. This may be directly linked to the degree of social incorporation each individual experiences, which can help with the acculturation
process. Vega et al. (1987) reported a significant link between marital status
and reported depression among Mexican women in the United States, with
women who have never married reporting the highest number of depressive
symptoms. Likewise, those individuals expressing a desire for a larger social
network within the United States also report higher levels of depression, indicating a significant role for social incorporation in preventing experiences of
mental illness among Mexican migrants (Vega et al. 1987). While male mi-
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grants are raised in many areas with the cultural expectation that they will migrate, at least temporarily (Saucedo et al. 2007), women who migrate often
either do so against their will or outside of the societal norms, thus adding an
additional component of stress to the decision to migrate.
Sex

Head of Household?

% Individuals Reporting Mental Health Issues

Male

Yes

5.69%

Male

No

0%

Female

Yes

19.07%

Female

No

10.79%

Figure 1. An analysis of data from the PERS level file of the Mexican Migration Project
(MMP134), released October 2011.

The results of this basic analysis indicate the existence of a distinct,
sex-based difference in mental health among Mexican transnational migrants
to the United States. A similar sex difference exists in the United States population as a whole, with women reporting a lifetime incidence of major depressive disorder of 21.3% and men reporting a rate of 12.7% (Gotlib and Hammen
2009). However, the sex differences observed among individuals surveyed by
the Mexican Migration project are clearly more extreme. The sex differences
observed in this immigrant community may be the result of combined stressors
of pre-migratory constrained choice and post-migratory social defeat, and I
will now explore each of these concepts before finally applying them to the
case of Mexican migration in the United States.

Mental health issues in transnational migration
Migration is defined as the “process of social change whereby an individual moves from one cultural setting to another for the purposes of settling
down either permanently or for a prolonged period” (Bhugra and Jones
2001:216). As a consequence of this transition, the individual faces a number
of challenges that are inherently stressful. Not only is the transnational migrant
leaving their natal home, they find themselves immersed in a foreign land with
new cultural traditions and social norms through which they must learn to navigate. In many instances, too, there is a linguistic barrier to overcome, thus
prolonging the process of adapting to the new environment.
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This transition is often marked by the individual experiencing higher
rates of social adversity and changing social contexts (Morgan et al. 2010), as
well as the experience of chronic discrimination and social isolation, which has
been termed “social defeat” (Selten and Cantor-Graae 2005). Because of the
drastic nature of the change, whether motivated by voluntary or involuntary
factors, immigrant populations find themselves at a distinct disadvantage when
it comes to mental health outcomes. Data from Sweden, for example, show that
immigrants to the country had 1.5 times the suicide risk than native born
Swedes (Ferrada-Noli 1997), while data from Afro-Caribbean migrants to the
UK indicate a four to six times higher risk of psychosis than compared with the
White local population (Morgan and Hutchinson 2010).
At the root of the association between migration and mental illness,
we find the issue of stress. According to the diathesis-stress model, factors
such as migration, change of environment, and altered social support increase
the experienced stress level of the individual, which in turn leads to higher
vulnerability for mental illness (Bhugra 2003). This is, in essence, social defeat. Social defeat can be experienced a number of ways in humans, and has
been linked to bullying, dominance, anxiety, and aggression (Bjorqvist 2001).
Within the context of transnational migration, social defeat takes on a specific
form. Perceived discrimination, alterations in social roles, rootlessness, racial
discrimination, alterations in cultural identity, and the anticipated economic
success versus the actual economic success (Bhugra 2004; Kaestner et al.
2009; Gorman et al 2010) can all influence the experience of social defeat for
the new immigrant.
However, social defeat is only one part of the story. Constrained
choice is the second aspect of migration that adds to the stress associated with
relocation. In the context of migration, the concept of constrained choice implies that the sociocultural structure may limit voluntary participation in a
transnational move (Gorman et al. 2010). While the idea of forced relocation is
generally applied to refugees, it may also apply to sex differences in the impact
of migration as well. The patriarchical nature of Mexican culture results in a
power differential when it comes to migration decision making. Women are
largely following men in pursuit of migration, rather than driving migration
themselves (Gorman et al. 2010). Bird and Rieker (2008) argue that constrained choices of any kind increase stress levels, impacting both psychological and physiological responses to the stressor. Gender differences in the constraint (such as those observed among Mexican emigrants), therefore, contrib-
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ute to health disparities by increasing cumulative biological risk for health
problems (Bird and Rieker 2008).
In order to fully understand the implications of the stress of migration
and the public health implications of notably higher rates of mental illness in
populations of transnational migrants, it is necessary to explore two of the most
commonly reported illnesses—depression and schizophrenia— before attempting to answer the critical question of whether or not these are causes or consequences of transnational migration.
Depression
Many studies have reported a link between depressive symptomology
and transnational migration (Papadopoulos et al. 2004; Bhugra and Arya 2005;
Schweitzer et al. 2006; Breslau et al. 2009), particularly among involuntary
migrants. Individuals with refugee status have left their homelands for reasons
as varied as political, ethnic, religious, or gender tensions, natural disasters,
wars, or global economic disparities (Hoerder 2002). 14% of Ethiopian immigrants to the United Kingdom, half of which report being political refugees,
reported suffering from depression and/or mental illness since moving to the
UK, while nearly 45% of these same individuals reported feeling sad and unhappy for an extended period of time (Papadopoulos et al. 2004). Likewise,
Somali refugees in Australia report post-migration depressive episodes associated with lack of family in Australia as well as difficulties in adjusting culturally to life in Australia and finding employment locally (Schweitzer et al. 2006).
Involuntary immigrants, however, do not experience difficulties only
due to culture shock and the acculturation process. Depression among Mexican
immigrants to the United States has been associated with both length of stay
and integration into American culture. Results from Kaestner et al. (2009) indicate that those individuals who had become more integrated into American
society reported higher levels of psychiatric illness. Evidence indicates that the
transition process itself can cause a comparative increase in rates of depressive
disorders. Depression is linked to loss, grief, and melancholia, and no matter
how voluntary the choice to migrate may be, bereavement of lost objects or
relationships may occur (Bhugra 2003).
Finally, it is worth considering the possibility that depression can actually exist as a motivating factor in migratory behavior. Silventoinen et al.
(2008) report that individuals who have migrated from Finland to Sweden re-
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ported a high level of life dissatisfaction prior to making the move. Campbell
and Barone (2012) argue that this is a significant factor to be considered when
examining personality traits and migration— if one is unhappy in their present
location, the logical decision may be to remove themselves from the context in
which they are experiencing so much misfortune.
Schizophrenia
Schizophrenia is the second major disorder associated with migration
in abnormally high levels. Various studies have reported abnormally high rates
of schizophrenia diagnoses in recent transnational migrants (Cochrane and Bal
1987; Bhugra 2000), and various hypotheses have been proposed over the
years to explain the linkage (for a review, see Bhugra 2000; Bhugra and Jones
2001; Cantor-Graae and Selten 2005). Morgan and others (2010) propose a
combined neurosociodevelopmental model of schizophrenia and migration
wherein the social context (migration history, city living, and ethnic density)
contributes to the experience of adversity, which in turn can simultaneously
influence and be influenced by genetic susceptibility for mental illness via dopaminergic pathways and the hypothalamic-pituitary-adrenal axis.
Interestingly, the onset of schizophrenia has been tentatively linked to
the concept of social defeat via the dopamine D2 receptor (Selten and CantorGraae 2005). Dopamine levels have been linked to schizophrenia via the increased occupancy of striatal D2 receptors in untreated patients experiencing
schizophrenia. The link between dopamine dysregulation and onset of schizophrenia suggests that there are priming events which may influence the onset
of a disorder, and that social defeat may be one of the potential triggers. Chronic exposure to intruders and social defeat in rodents causes dopaminergic hyperactivity in the mesocorticolimbic system (Selten and Cantor-Graae 2005).
Therefore, the possibility exists that chronic exposure to social defeat among
humans may have a similar effect. The mesolimbic dopaminergic system may
become highly sensitized and active, thus furthering the development of psychosis (Selten and Cantor-Graae 2005).
Cause or consequence?
The question that merits examination, therefore, is whether or not
these high rates of mental illness (and schizophrenia in particular) are a cause
or a consequence of transnational migration. Many studies have reflected personality and biologically-related motivations for transnational migration.
Dinesh Bhugra (2003) argues that the predisposition to migrate is a function of
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many factors, including deprivation of social contacts, financial or economic
opportunity, education availability, as well as housing and climatic factors.
There are four broad hypotheses used to explain the prevalence of schizophrenia and other psychoses in migrant populations (Cochrane and Bal 1987;
Bhugra and Jones 2001; Cantor-Graae and Selten 2005):
1.

2.

3.

4.

Factors in the sending country. Cochrane and Bal (1987) propose
the possibility that the high rate of schizophrenia in migrants is
not a product of migration, but an artifact of the sending population, which for some reason has an abnormally high rate of
schizophrenia. Environmental, pathogenic, and familial explanations have been offered in support of this hypothesis.
Selective migration. The selective migration hypothesis argues
that individuals that migrate do so because of a genetic predisposition that links schizophrenia and migration (Ødegaard 1932).
Recent work on the dopaminergic pathway indicates the possibility that such a link exists in the form of two potential genetic correlates: the long form (7R+) D4 dopamine receptor (Chen et al.
1999) as well as the D2 dopamine receptor (Talkowski et al.
2007; Campbell and Barone 2012). Both have tentatively been
linked to migration as well as susceptibility to schizophrenia.
Migratory stress. Because stress is linked to the onset of mental
illness (Bhugra 2003), it has been proposed that the stress and
chronic issues associated with the daily challenges of racism,
poverty, and class might potentially be linked to the high rates of
mental illness in immigrants (Bhugra and Jones 2001).
Misdiagnosis. Cochrane and Bal (1987) propose misdiagnosis as
a possible explanation for the abnormally high levels of schizophrenia in immigrant populations, citing research indicating the
tendency to misdiagnose West Indian patients when compared
with White patients.

Although these hypotheses do nothing to clarify whether the link between migration and mental illness is a causal relationship or a mere consequence of an action, the first three hypotheses all feed back into the same idea:
that psychosocial influences, whether they occur before or after migrating,
provide researchers with the best lens for understanding the transformative
process of migration and the powerful effect it may have on an individual’s
mental health. The transitional nature of the acculturation process lends itself
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to excessive experiences of stress, depression, psychoses, and other mental
illnesses.

A question of gender: Migration, acculturation, and mental illness
Recent estimates claim nearly 83% of annual Mexican border crossers
are men (Saucedo et al. 2007). However, women tend to engage in lessfrequent border crossing but will remain in country for extended periods of
time, thus resulting in a relatively equal sex ratio among Mexican immigrants
in the United States (Saucedo et al. 2007). Mexican women tend to follow men
with respect to migration to the United States, usually only migrating because
they are following either a parent or spouse (Cerrutti and Massey 2001). Sexual differentiation in transnational migration patterns among Mexican citizens
suggests a difference in the acculturation process as well.
Gender becomes a complex issue when coupled with migration and
health in the Mexican context for three primary reasons: first, migration patterns vary between males and females; second, there are substantial health differences between the sexes which stem from social, economic, and behavioral
risk factors; and finally, the acculturation process itself does appear to differ by
gender, particularly with respect to what is permissible behavior for females in
their new context (Gorman et al. 2010). Although they are not the exclusive
causes of a sex difference in mental health among Mexican migrants, I contend
that interactive effect of pre-migration stress as it relates to constrained choice
among Mexican women and post-migration stress in the form of social defeat
need to be considered as two of the primary components contributing to the
observed difference in mental health rates among Mexican emigrants.
In order to better understand the constrained choice/social defeat
model, it is helpful to consider male versus female migration from Mexico to
the United States within the traditional push-pull model of migration. Push
motives include involuntary forced migrations and negative expectations,
while pull motivations include voluntary migration and positive expectations
(Berry 1997). If, as Saucedo et al. (2007) argue, males dominate patterns of
Mexican-American migration and females are merely following those who
have gone before, this becomes a foundation on which gender-based experiences may occur during the acculturation process. When autonomy and choice
are removed from the equation (as is often the case within the “push” catego-
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ries of motivational factors), experiences of anxiety, depression, and other
mental ailments can increase in frequency regardless of gender (Cohon 1981).
Thus, any gender based differences with respect to the push/pull model of human migration are not, in fact, gender based, but simply better explained as
active (typically male) versus passive (typically female) participation in the
process.
A necessary consideration in any discussion of the health of Mexican
immigrants pertains to the concept of “constrained choice”, in which there are
only limited decision making options for the individual in the migrant population (Gorman et al. 2010). Although many have argued that health plays a selective role in the decision to migrate (Read and Gorman 2006), there appears
to be a drastic disparity between men and women with respect to pre-migration
health. If the traditional model of Mexican migration applies, then selection for
higher health status in men only would be relevant, as they are considered the
actors in the scenario, with the women’s health being regarded as less critical
in the decision-making process (Gorman et al. 2010). Additionally, Kanaiaupuni (2000) has argued that the apparent better health in males may simply be a
function of age— men tend to begin coming to the United States at a substantially younger age than women.
Constrained choice can take a different form when considering the
experience of transnational motherhood. “Transnational motherhood” is defined by Hondagneu-Sotelo and Avila (1997) as women who work and reside
in the United States while their children remain in their countries of origin. In a
survey of both Mexican and Chicana women in the United States, nearly all
perceived of motherhood as their most important social role (Segura 2007). As
motherhood is regarded with such esteem, the idea of leaving one’s children to
go work in a foreign context can be particularly stressful and the source of failing health. Transnational mothers forsake the idea of raising their own biological children, leaving them in the care of extended kin networks in order to better provide for them. Although many women intend to stay for only a short
duration, many remain longer than expected or, in extreme cases, permanently,
leading to a spectrum of concerns about their children remaining well-behaved
as they enter adolescence or whether or not they will come to regard their caregivers more highly than they do their own mother (Hondagneu-Sotelo and Avila 1997). This is where we see the highest degree of sexual differentiation with
respect to migration: while the father is seen as the acceptable provider, and
thus almost expected to leave in order to support the family, the mother as
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caregiver is ingrained within Mexican society, making any inversion of this
culturally expected and defined role a source of potential complication for the
individual (Dreby 2006).
Berry (1997) employs a more complex model of individual acculturation as adjustment to a new cultural framework that can be appropriately applied to the experience of social defeat. The previous discussion of push versus
pull factors falls under what he terms “moderating factors prior to acculturation.” I argue that the moderating factors during acculturation such as duration,
coping, social support, and societal attitudes, will have an equal, if not greater,
impact on the mental health outcomes of the acculturation process. The shift in
cultural expectations for women as well as gains in independence (Gorman et
al. 2010) have been linked to a tendency to engage in riskier behaviors which
increase with degree of acculturation—behaviors such as smoking, drinking,
and poor diet show a direct relationship with acculturation and are even encouraged by the proximity of other women (Gorman et al. 2010).
Morgan et al. (2010) reinforce the idea that social defeat contributes
to the high rates of mental illness in migrant populations. Frequent experiences
with social defeat due to discrimination, alterations in ethnic identity, and exposure to social adversity throughout the life course may all influence mental
health outcomes among these populations. Indeed, it seems as though social
adversity becomes the primary mechanism through which we can understand
the issues experienced by these populations— not only is discrimination and
social challenge a key element to understanding what is occurring, but likewise
the buffering effect of social networks and familial ties can be used to understand differential rates of social success and positive mental health outcomes
upon transferring to a new national context (Morgan et al. 2010).
While social defeat is not an exclusively female phenomenon, it is the
combination of social defeat and constrained choice that may cause a differential stress response. Because of the cultural expectation in many communities
that men will act as providers and will begin making trips to the United States
for work at an early age (Saucedo et al. 2007), they are the primary actors in
Mexican migration to the United States. As previously discussed, women are
often only migrating at the behest of the males in their lives, with their own
desires potentially being disregarded. The stress of this limited choice combined with the stress of navigating a new culture, therefore, is responsible for
the differentially high rates of mental illness among Mexican migrant women.
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Implications for public health
Due to the ubiquitous nature of Mexico–United States migration, it is
imperative to understand the role of acculturation in transnational migrant
mental health as it can have direct consequences on both health outcomes and
public policy. Recent years have seen an augmentation in Mexican migration
to the United States. Since 1990, Mexican immigrants (legal or otherwise)
have become the single largest immigrant group in the country, totaling 34% of
new arrivals to the United States (Hanson 2006). As of 2004, there were an
estimated 5.9 million unauthorized Mexican immigrants in the United States—
56% of the total number of Mexican individuals in the U.S. (Hanson 2006).
Other immigrant groups, in comparison, are measured as having only approximately 17% of their population being classified as undocumented (Hanson
2006). Explanations for this disproportionately high number vary, but explanations such as the implementation of the North American Free Trade Agreement
(NAFTA) in 1992 (Acevedo and Espenshade 1996), an increase in the overall
population size of Mexico (Fitzgerald 2009), and a series of economic crises
resulting in lack of available employment in Mexico (Fitzgerald 2009) have
been proffered as potential explanations for the exponential growth in undocumented migration north.
While the repercussions of this explosion in immigration are varied,
one of the most critical implications is the impact of transnational migration on
women. In 1982, Mexico was plunged into a prolonged economic crisis, resulting in an increase in incorporation of women into the workforce (HondagneuSotelo 1997). For many years, Mexican women were simply absent from the
process—migration to the United States was largely viewed as a male rite of
passage, whereas women were only able to consider the option of migration
after a family member had experienced the process themselves (Saucedo et al.
2007). The 1986 Immigration Control and Reform Act, too, had a drastic impact on the flow of Mexican women to the United States. By granting amnesty
to undocumented Mexican workers and allowing for family reunification, this
legislation can be seen as a turning point in terms of the feminization of Mexico–U.S. migration (Wilson 2009).
From an epidemiological perspective, it is necessary to understand the
causes of mental illness (primarily depression and schizophrenia) among immigrant women. As more and more women are migrating from Mexico to the
United States, whether of their own volition or not, the burden will be placed
upon the health system in the United States to quickly assess the causes, diag-
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nose the disorder, and properly assist these individuals in receiving treatment.
Not only do motivations for migration vary, but the degree of willingness to
participate, health status, social participation, and the experience of social defeat will vary for males and females both within the immigrant social network
and the larger cultural framework. Combating these issues and treating the
complications becomes an issue of public policy. The WHO Commission on
Social Determinants of Health suggests that public policy needs to have the
objectives of improving living conditions and changing the inequality in power
and resource distribution (CSDH 2008). This in turn would assist in combating
both structural and interpersonal discrimination, which would then mitigate the
influence of these social factors on the development of mental illness in the
migrant population (March et al. 2010).

Conclusion
Among immigrants, rates of mental illness increase substantially with
the degree of acculturation and duration of stay in the United States (Gorman
et al. 2010). Reported rates of mental illness (particularly depression and schizophrenia) are rather low among sending communities (Breslau et al. 2011), and
while the prevalence increases among both men and women, the heavy sex
bias in experiences with mental illness indicates that there may be something
substantially different occurring among Mexican women living in the United
States. I argue that the differential rate of mental illness experience is due not
solely to biology, but rather a two pronged model of pre-migration stress experienced as a result of limited decision-making opportunities (constrained
choice) and post-migration stress experienced as a result of culture loss,
change, lack of social support, and discrimination (social defeat). The issue of
constrained choice does not factor into the experience of immigration for Mexican men (Gorman et al. 2010); therefore, it is this added element of stress that
is responsible for the gender differences observed among Mexican immigrants
and reported rates of mental illness. Although these gender differences may
never disappear, understanding the root cause enables better treatment plans
and provides a catalyst for alterations in the structure of public health policy
and immigrant assistance.
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